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bstract
This article describes public trust in health care in three European countries. Public trust is a generalised attitude, influenced
y people’s experiences in contacts with representatives of institutions, in its turn influencing how people enter these contacts.
n general, people in Germany have less trust in health care, while people in England and Wales have the highest trust levels.
ultural differences between the three countries could be an important source of differences. That makes public trust a less
traightforward candidate for use as indicator of the future oriented dimension of user views in an international, comparative
erformance framework.
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riented dimensions as well as subjective dimensions
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doi:10.1016/j.healthpol.2006.04.004f user evaluation. User evaluations might be conceptu-
lised in three dimensions. The first consists of actual
xperiences in contact with health care [1], as mea-
ured e.g. by instruments such as CAHPS [2,3]. The
econd is an evaluative dimension, as measured e.g.
y the value users attach to aspects of health care [4].
inally, a future expectations oriented dimension can be
istinguished, measured by public trust in health care
5]. Actual experiences and evaluations are increas-
ngly used in international comparisons [6–9]. The first
nternational comparison of public trust in health care
s reported in this article. We compare three Western
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he Netherlands. In this article we briefly introduce
he concept of public trust in health care and its rela-
ion to interpersonal trust. We relate the way public
rust is built to differences between health care sys-
ems. Having only three health care systems in our
tudy precludes systematic hypothesis testing. There-
ore the emphasis in this study is on describing the
ifferences between countries. However, in an explo-
ative analysis an important issue is whether differences
n public trust reflect differences in the health care
ystems studied. When it is found that actual differ-
nces of the health care systems are reflected, pub-
ic trust could be used as an indicator of the future
riented dimension of user views in a performance
ramework. Alternatively, when differences in public
rust foremost reflect cultural differences in placing
rust, measures of public trust are less useful as an
lement of comparison of performance of health care
ystems.
. Public trust, interpersonal trust and health
are system differencesTrust is essential for the smooth functioning of
ociety. As Fukuyama [10] stated “Trust is the grease





Fig. 1. Model of public trPolicy 81 (2007) 56–67 57
dentifies two distinct forms of trust: interpersonal
rust and public trust. Interpersonal trust is trust placed
y one person in another. The future expectations
spect of trust is especially clear from Sztompka’s [11]
efinition of trust as: “A bet about the future contingent
ctions of others”. Public trust is trust placed by a
roup or a person in a societal institution or system.
here is much more literature on interpersonal trust
n health care than on public trust [5]. Both types of
rust are related at least in the long run [12]. Public
rust is the generalised attitude, in part influenced by
eople’s experiences in contacts with representatives
f institutions or systems and in part influenced by
edia images [13]. Public trust in its turn influences
ow people enter contacts with health care providers.
onsequently, there is a complex and mutual rela-
ionship between interpersonal and public trust. Fig. 1
ives a model of these and other relations and the
ay the health care system influences public trust.
ot all relations shown in this model are explained,
hile not all of them are of importance for this
rticle.
The health care system supposedly influences pub-ic trust in two ways: through institutional guarantees
nd through the actual availability of good quality
ealth care. Institutional guarantees relate, on the
ne hand, to basic conditions, such as government











































































38 E. van der Schee et al. /
egulation of education of health care providers,
rotection of patients’ rights and independent inspec-
orates of health care quality. On the other hand,
nstitutional guarantees exist in the way the agency
elation between health care providers and patients is
rganised. For example, the way in which the agency
elation between physicians and patients is organised
n managed care systems in the US might have led to
decline of trust in health care [12,14,15]. Patients
n a capitated managed care system, with physicians
aving a direct financial stake in restrictive treatment
olicy, trust their physician less than patients in a
raditional fee-for-service system [16]. The fee-for-
ervice system aligns the interest of physicians and
he expectations of patients [17]. However, disclosure
f information about physician payment and incentive
id not affect health plan subscribers’ level of trust
n the predicted direction [18]. Another institution
nfluencing public trust is the opportunity to maintain
onger relationships with physicians. Research showed
hat patients with a longer relationship had higher
evels of trust in their physician and also that sufficient
hoice of physicians leads to trusting behaviour [16].
The second way in which the health care system
ight influence public trust is through the actual avail-
bility of good quality care [5]. In an international
omparative perspective, a restricted supply of health
are facilities, long waiting lists and other forms of
ationing, will be mirrored in lower levels of public
rust in health care.
According to the model in Fig. 1, public trust in
ealth care is also influenced by media images. Positive
xperiences may increase trust in health care providers
ver time. On a personal level one serious failure, how-
ver, can lead to a breakdown in trust at any time, even
fter many years [14]. In international comparisons of
ublic trust in health care, but also in over time com-
arisons within health care systems, the results may be
trongly influenced by incidental media ‘scares’ during
he months before the survey or a scandal at the time
f the survey.
Finally, levels of public trust in health care may also
e influenced by cultural differences between coun-
ries. People in different countries may differ in their
eneral predisposition to trust institutions and persons
10,19]. If cultural differences play an overarching role,
easurements of public trust are less relevant in com-
aring health care performance internationally.
D
a
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.1. Aim
The aim of our study is three-fold:
. To identify similarities and differences in public
trust in health care between three countries (Ger-
many, The Netherlands, and England and Wales).
. To suggest possible explanations for differences in
public trust.
. To evaluate the relevance of measurements of public
trust in comparing health system performance.
. Data sources and methods
We collected data on public trust in health care in
hree countries: The Netherlands, Germany and Eng-
and and Wales, using a postal questionnaire.
.1. Questionnaire
The questionnaire originated in The Netherlands.
n identical version of the questionnaire was translated
nto German for utilisation in Germany and in English
or utilisation in England and Wales, using the dou-
le forward backward method [20]. Topics covered in
he questionnaire included trust in the health care sys-
em as a whole, trust in health care professionals, such
s family physicians, specialists and complementary
nd alternative therapists, and trust in health institu-
ions, such as hospitals, home care services and nursing
omes. Single-item questions were used to measure
rust in health professions and institutions. Questions
egarding public trust in health care came from a vali-
ated scale [21]. Notable is that some questions on the
ublic-trust-in-health-care-scale are formulated in an
xtreme manner, using words as ‘always’ and ‘every-
hing’. This is done to prevent too much clustering of
nswers in one category. Respondents could indicate
heir level of trust on a four-point Likert scale, ranging
rom (very) low to (very) high trust. Respondents were
lso able to state that they had “no opinion”.
.2. Sample sizeIn The Netherlands, data was gathered, using the
utch Health Care Consumer Panel. This panel is
cross-section of the Dutch population. It has been
sed to record consumers’ views of current health care












































Division by sex and age in the three datasets
England and Wales Germany The Netherlands
Male (%) 43.1 44.7 42.4
Female (%) 56.9 55.3 57.6
Mean age 52.6 48.2 47.6
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olicy issues every 3 months. Every 2 years, one-third
f the Consumer Panel is renewed. This renewal
nsures that the panel remains a cross-section of the
opulation, that panel members do not develop specific
nowledge of and attention for health care issues and
o “questionnaire-fatigue” occurs. In December 2002
trust in health care’ was the subject of research in
his panel. By that time, the panel consisted of 1944
embers. Of these 1944 members, 1421 returned the
uestionnaire, a response rate of 73%. In Germany,
e used the Gesundheitsmonitor (Health Care Mon-
tor). Every 6 months a cross-section of the German
opulation, sampled from a national Access Panel,
s surveyed on experiences with ambulatory care and
xpectations concerning health policy [22]. Every
urvey comprises around 1500 subjects. In the spring
f 2002 ‘trust in health care’ was one of the subjects.
he response rate was 71%. In England and Wales,
he survey was carried out between October 2002 and
ebruary 2003. Data was collected in a random sample
f people aged 18 and above, based on the electoral
egister of 2000. A sample of 2777 was selected. This
ample was reduced to 2489 as 288 had died or moved
way. The response rate was 48% (1187).
.3. Analysis
The items on the validated public-trust-in-health-
are-scale were summarised in six dimensions [21]:
patient-centred focus of health care providers,
macro-level policies concerning health care,
professional expertise of health care providers,
quality of care,
communication and provision of information, and
quality of cooperation between health care
providers.
A complete list of the 28 items of the scale is shown
n Appendix A, displaying the percentages of ‘a lot’
nd ‘quite a lot of trust’ per item. However, the average
cores on the dimensions were used for further anal-
sis. The dimensions of the scale and the individual
rust items on health care professionals and institutes
ere compared, using ANCOVA. In this ANCOVA,
oth age and gender were used as covariates while
he datasets diverged on these variables (see Table 1).
he datasets differed significantly on age, the English




dange 79 61 74
1155 1514 1415
nd the Dutch (F = 35.3, df = 2, p < 0.001). By placing
oth age and gender as covariates in the ANCOVA,
he testing could not be influenced by both background
ariables. Except for the ANCOVA, also post hoc tests
Bonferroni) were performed. In this study, tests of sig-
ificance were based on the 0.05 level. SPSS 10 was
sed for analysis.
. Study ﬁndings: levels of public trust in
ealth care in three countries
.1. Public trust in health care, the six dimensions
Trust-judgements of inhabitants of England and
ales, The Netherlands and Germany on the dimen-
ion ‘patient focus of providers’ differ significantly
F = 46.9, df = 4, p < 0.001) (Fig. 2 and Appendix A).
he Dutch respondents are more trusting regarding this
imension, compared to the respondents from Eng-
and and Wales and Germany. The Germans place
ignificantly less confidence in the ‘patient focus of
roviders’.
Dimension 2 reports on confidence that macro-level
olicies do not have negative consequences for patients.
n all three countries, public trust in this dimen-
ion is low. Differences between countries are not
ignificant.
Trust in ‘health care provider’s professional exper-
ise’ is summarised in dimension 3. More than three
uarters of the respondents in The Netherlands and
ngland and Wales trust that the education and training
f doctors in their country is one of the world’s best. In
ontrast, only half of the German respondents rely on
hat. Also, Germans less strongly belief that doctors can
o everything and that they know all about all sorts of
iseases. Analysing this dimension as a whole, there are










































countries. Patterns are similar. For these health careFig. 2. Means of six different scales of th
ignificant differences between the countries (F = 52.3,
f = 4, p < 0.001). The Dutch rely the most on ‘health
are providers’ professional expertise’, followed by the
espondents from England and Wales. The Germans are
ignificantly less trusting on this dimension.
Moving to trust in the ‘quality of care’ (dimension
), the Dutch are confident, more than respondents in
he other countries, that doctors do not prescribe drugs
oo late. The respondents from England and Wales
ave more confidence that a lot of care is taken to
eep patients’ medical information confidential and
hat doctors always make the right diagnosis. Respon-
ents from England and Wales place significantly more
rust in the dimension ‘quality of care’ than those from
he Netherlands (F = 77.1, df = 4, p < 0.001). However,
he Germans are, again, significantly less trusting on
his dimension.
Dimension 5 concerns trust in ‘information supply
nd communication’. The countries differ significantly
n this dimension (F = 33.9, df = 4, p < 0.001). Dutch
espondents pose significantly more trust in informa-
ion supply and communication than those from Eng-
and and Wales and Germany. German respondents are
ignificantly less trusting.
Dimension 6 is about trust in the ‘quality of coop-




icountries, corrected for age and gender.
ignificantly (F = 32.7, df = 4,p < 0.001). The Dutch are
ore trusting, followed by the respondents from Eng-
and and Wales. German respondents are less trusting
n this area.
.2. Public trust in health care professionals
Respondents in England and Wales place signifi-
antly more trust in family physicians (F = 49.6, df = 4,
< 0.001), specialists (F = 39.7, df = 4, p < 0.001),
entists (F = 27.2, df = 4, p < 0.001) and comple-
entary/alternative therapists who are no doctors
F = 227.1, df = 4, p < 0.001) than the Dutch and Ger-
an respondents (Fig. 3). The Dutch and Germans
how similar results on public trust in these health care
rofessionals.
Public trust in nurses (F = 180.8, df = 4, p < 0.001),
omplementary/alternative therapists who are doc-
ors (F = 144.7, df = 4, p < 0.001), physiotherapists
F = 72.5, df = 4,p < 0.001) and pharmacists (F = 188.2,
f = 4, p < 0.001) differs significantly between all threerofessionals, public trust is more often placed by
espondents from England and Wales, followed by the
utch. Germans have the lowest levels of public trust
n these health care professionals.










cFig. 3. Mean scores (1–4) of trust in healt
.3. Trust in health care institutions
More people trust hospitals than they trust home care
ervices and home care services are trusted more than
ursing homes, regardless of the country they operate
n (Fig. 4).
There are significant differences between the coun-





Fig. 4. Mean scores (1–4) of trust in health care institrofessions, corrected for age and gender.
re trusted. Respondents from England and Wales
re significantly more trusting toward all three insti-
utions (hospitals: F = 87.5, df = 4, p < 0.001; home
are services: F = 30, df = 4, p < 0.001; nursing homes:
= 119.5, df = 4, p < 0.001), followed by the Dutch.
gain Germans are significantly the least trusting.
ental health services are trusted least in The Nether-
ands (F = 17.9, df = 3, p < 0.001). In England and




















































































l2 E. van der Schee et al. /
ales, mental health services are trusted just as much
s nursing homes. In Germany, mental health services
re organised differently and therefore trust cannot be
ompared.
. Discussion and policy implications
Trust in public service areas is regularly measured
n different countries [23], although health care tends
o have been neglected. Public trust in health care,
owever, is an important concept, in that it is an
ndicator of the level of support of the health care
ector [21], an important resource in policy-making
nd governance [24] and it taps the future oriented
imension of performance of health care systems.
his article fills the gap in knowledge on public trust
n health care by presenting evidence from a study
omparing public trust in health care in three dif-
erent countries, namely Germany, The Netherlands,
nd England and Wales. The choice of these three
ountries, however, was a pragmatic one. Connec-
ions between researchers in these three countries
lready existed; all researchers shared the same inter-
st in researching the topic ‘public trust in health
are’.
The answer to the first research question of this
rticle – does public trust in health care vary between
ermany, The Netherlands, and England and Wales?
is: yes, there is variation in public trust in health
are between the three countries. The inhabitants of
ngland and Wales trust health care most, followed by
he Dutch. The Germans are in general less trusting
oward health care.
How can these differences in public trust in health
are between the three countries be explained? In
ection 2 we suggested four sources of differences
etween health care systems: institutional guarantees,
ealth care availability and quality, media attention,
nd cultural differences in placing trust. Although
e cannot strictly test different explanations, because
e compared only three health care systems, it is
mportant to evaluate these sources of differences. The
pplicability of the concept of public trust in a com-
arative performance framework depends on how con-
dent we are that differences in public trust reflect
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.1. Explaining differences in public trust
The three countries have health care systems that
re organised and financed in different ways [25]. Eng-
and and Wales have the NHS (financed mainly through
axation), while Germany and The Netherlands have a
ocial insurance model (financed mainly through pre-
iums). Ambulatory physician payment differs per
ountry [26]. In the UK and The Netherlands, the major
ayment of family physicians is a capitation fee for
ach patient and patients are on the list of a specific
amily physician or practice, enhancing longstanding
elationships between physicians and their patients. In
ermany all ambulatory physicians (both family physi-
ians and specialists) used to be paid for by fee-for-
ervice, but nowadays receive a standard fee per patient
er quarter, based on average service volume. This
hange from fee-for-service to a standard fee based
n average service volume, of which physicians have
laimed publicly that it is too small to be able to provide
dequate care, might have affected public trust in health
are in Germany. In the UK and The Netherlands, fam-
ly physicians have a gate-keeping role, restricting free-
om of choice in access to secondary care. The German
ystem does not encourage longstanding relationships
ith doctors. Choice of physicians on the other hand is
arger in Germany.
Systematic information about other institutional
uarantees in different countries is only available for a
imited number of areas, such as length of education of
ealth care providers. Education has been harmonised
ithin the EU and is hence more or less compara-
le. Information about protection of patients’ rights in
ifferent countries is outdated [27] and recent com-
arative data is not available. Only The Netherlands
as a specific law on patients’ rights (since 1993). In
ermany, the legal position of patients seems to be
rmly protected through the administration of justice
nd jurisprudence. Protection of patient data is regu-
ated by law in all three countries; probably strongest
n Germany. Health service provision, in terms of the
ackage of services that people can claim, is much
ore regulated by law in Germany (Book of social
aw—Sozialgesetzbuch V) compared to England and
ales and The Netherlands. The approach taken to
rotection of patient rights in the UK is not through
he legal system but through a series of Patient Char-


























































































iE. van der Schee et al. /
ngly built into contracts between commissioners and
roviders [28]. In all three countries to a more or
esser extent patient rights are protected; therefore
t is difficult to ascribe public trust to these institu-
ional conditions. Independent inspectorates are also
art of the institutional guarantees. The Netherlands
as an Inspectorate of Health Care and in England and
ales there is the Commission for Health Improve-
ent, which is the independent inspection body for
he NHS. It highlights where the NHS is working well
nd the areas that need improvement [29]. Germany
oes not have a comparable institution. In sum, there
s no unequivocal evidence of differences in institu-
ional guarantees that might account for the differences
bserved.
Regarding the availability of care, numbers of physi-
ians and hospital beds per head are much higher in
ermany compared to The Netherlands and England
nd Wales [30]. The latter two countries are known for
aving problems with waiting lists. In general, health
are supply in Germany is more abundant and this
ight be a source of more public trust in health care. In
his case there is no evidence that German health care
erforms worse than the other two systems.
It seems that neither institutional guarantees nor
he availability of health care explains the differences
etween the three countries in public trust. Could it
e that increased negative media exposure around the
ime of data collection has influenced the results of
ur study? We did not find indications that this may
ave been the case. In Germany, data were collected
n June 2002. The public discussion on health care
uring April, May and June focussed on the need for
ealth care reform (it was pre-election time). Proposals
ere very general in order not to put off voters. Gen-
rally, health care problems and deficiencies were not
hyped’. It was emphasised that reforms are needed, but
his applies to many other policy fields in Germany. In
he Netherlands, data were collected in November and
ecember 2002. As in Germany, no media scares and
candals took place in The Netherlands. In that period
f time as the Dutch Cabinet was under resignation, no
ajor policy decisions were made and only few delicate
ubjects were mentioned in the media. Firstly, in Jan-
ary 2003, the sickness funds premiums would go up,
nd secondly, pharmacists were accused of enriching
hemselves on the account of the sickness funds. Both
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ut certainly not ‘hyped’. In England and Wales data
ere collected between October 2002 and February
003. The NHS is constantly in the public eye and
hus the focus of continual media attention although
uring the period of field work there was no media
overage on specific issues concerning medical com-
etence or health service performance (the discussion
bout foundation hospitals occurred some time after the
ata were collected). In sum, we conclude that differ-
nces in public trust between the three countries cannot
e explained by differential media attention at the time
he questionnaire was set out.
That leaves the possible role of cultural differences
n the propensity to place trust. International data on
ifferences in levels of trust between countries [19]
ave shown that people in Germany are generally less
rusting than people in England and Wales and in The
etherlands. This is in line with our results on public
rust in health care. Hofstede’s study of cultural dif-
erences between countries is a source of information
or more specific differences [31,32]. Germans score
igher on Hofstede’s cultural dimension of uncertainty
voidance, which is related to trust in expert knowl-
dge. The implication of this might be that the differ-
nce between trust in physicians and trust in nurses is
arger in Germany, compared to The Netherlands and
ngland and Wales. This is indeed the case. Differences
n the cultural dimension of individualism suggest that
eople in Germany might be less trusting than people
n The Netherlands and England and Wales. Finally,
ifferences in the cultural dimension of masculinity
uggest that people in Germany and UK might have
ore trust in the curing aspects of health care (physi-
ians, hospitals) than in the caring aspects (nurses,
ursing homes), compared to people in The Nether-
ands. This assumption is partially confirmed. In all
hree countries more trust is placed in the curing profes-
ions or institutions, instead of the caring occupations
r institutions. Comparing Germany and England and
ales on the one hand and The Netherlands on the
ther, it is clear that the differences in trusting between
he curing and the caring profession, physicians versus
urses, is the smallest in England and Wales, and not
n The Netherlands (F = 49.1, df = 4, p = 0.00). With
espect to the curing and caring institutes, the differ-
nce between trust in hospitals and nursing homes is
ignificantly smaller for the Dutch, but the difference
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It should be stressed that these hypothetical explana-
ions need stronger tests, e.g. by collecting data about
ore health care systems. The World Values Survey is
n example of a large-scale data collection that has been
sed to analyse cultural differences in trust in other peo-
le in general [33].
Moreover, the causal order is not unequivocal; do
ome features of health care systems induce public trust
r do societies with higher levels of trust organize their
ealth care systems differently?
.2. Shortcomings of the study
This study provides possible explanations for differ-
nces in public trust, but it has several shortcomings.
ifferences in the selection of respondents might have
reated different types of biases. For Germany and The
etherlands, a health care panel was used. These panels
ed to relatively high levels of response. In England and
ales a population sample was used with a lower level
f response. Despite of these differences in response
evels, however, it is expected that the respondents of
he panels and the random sample are comparable. This
omparability is caused by the fact that the panels used
n our study are two-step samples. In the first step, a
ample of persons is asked to join the panel (which
eans that they agree to participate in future surveys).
n this step, the response rate is usually comparable to
ne-step samples for a conventional survey. In the sec-
nd step, panel members are asked to answer a specific
uestionnaire and here the response is usually high. It
herefore can be expected that the net effect on response
f the two steps in the panel situation is comparable to
he situation in a one-shot random sample.
An issue that could also be addressed is the fact that
anel members might have higher levels of awareness
f issues concerning health and health care. However,
f there is increased awareness, it does not show in the
orm of comparable responses in Germany and The
etherlands.
Another important issue is the cross-culturally
alidity of the measurement of public trust. In the lit-
rature a number of critical questions concerning mea-
uring trust in general have been posed [34]. Is trust a
eaningful concept for the public and does it vary by
ocial group? Can trust be measured on a Likert scale
nd does it have a ‘natural’ lowest point and highest
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ions were developed on the basis of a qualitative study
sking people what they think about when the subject
f trust in health care comes up and what issues they
nd important. This has increased the validity of the
tems. However, there have not been qualitative stud-
es in the other two countries to explore cross-cultural
omparability.
With respect to the use of specific rating scales, dif-
culties were encountered in translating the answering
ategories of the 4-point Likert scales. These difficul-
ies were related to semantic meaning of the public
rust concept, especially when used in English. When
ranslating the Dutch ‘vertrouwen hebben’ and German
Vertrauen schenken’ into English, different options
ere available such as ‘being confident’, ‘having con-
dence’ and combinations with the verb ‘to trust’ (e.g.
to put one’s trust in . . .’). These options were associ-
ted with different labels for the answering categories.
n the panel discussions of the translation process, it
as decided to use ‘being confident’; the answering
ategories of the 4-point Likert scales are ‘a lot of
onfidence’, ‘quite a lot of confidence’, ‘little confi-
ence’ and ‘very little confidence’ (in Dutch: ‘heel veel
ertrouwen’, ‘veel vertrouwen’, ‘weinig vertrouwen’
n ‘heel weinig vertrouwen’; in German: ‘Sehr viel
ertrauen’, ‘Viel Vertrauen’, ‘Wenig Vertrauen’ and
Sehr wenig Vertrauen’). Empirical evidence showed
hat people equate the terms ‘confidence’ and ‘trust’
35]. Therefore, in this study we use ‘confidence’ as an
quivalent of trust.
Finally, public trust in institutions and health care
ccupations is measured with only one item each. For
ther research on public trust, for example trust in insur-
rs [36], and in medical professions [37], scales were
eveloped. However, both studies indicate that pub-
ic trust is a one-dimensional construct. This might
mplicate that trust in health care organisations and pro-
essions can be measured with only one general trust
uestion.
.3. Policy implications of the study
Health care is an important institutional field, cou-
led to the near universal value of health itself and
elated important values, such as solidarity and equity.
igh levels of trust in this institutional field are there-
ore preferable. Low levels of public trust might have
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are system and for trust in government. A certain level
f public trust is important, because of the mutual rela-
ionship between public trust and interpersonal trust.
ittle trust might lead to over-use of health care. A
ow level of trust is related to less therapeutic success
nd compliance to therapeutic advice and might lead
o more requests for second opinions [5].On the whole, research on public trust in health care
s still in its infancy. In this study the concept of public
rust was explored by placing it in an international per-






Percentage of respondents placing ‘a lot’ and ‘quite a lot
imension 1. ‘Patient focus of provider’
Patients are taken seriously
Patients get enough attention
Patients are listened to
Doctors spend enough time on their patients
imension 2. ‘Consequences of policies for patients’
Cost-cutting does not disadvantage patients
Patients will be able to meet their own financial contribution requirement
Waiting lists will not be at the cost of medical help and care to patientsa
Patients will not be the victim of rising costs of health care
Waiting times are never too long
imension 3. ‘Health care provider’s care’
Doctors can do everything
Doctors know everything about all sorts of diseases
New treatments are put into practice in the health care system
The education and training of doctors in this country is one of world’s be
imension 4. ‘Quality of care’
Patients always get the right dose of their medicine
Doctors do not prescribe medicines too late
Patients always get the right medicine
A lot of care is taken to keep patients’ medical information confidential i
the health service
Doctors always do enough tests
Patients will always get the best treatment
Doctors always make the right diagnosis
imension 5. ‘Information supply and communication’
Patients get sufficient information about the effects of their treatment
Patients get sufficient information about the various treatments that are
available
The information given to patients is clear and understandable
Patients get sufficient information about the cause of their problem
Doctors discuss things fully with their patientsPolicy 81 (2007) 56–67 65
eem to be strongly related to cultural differences in
eneral. This affects the applicability of the concept of
ublic trust in international comparisons of health care
erformance.
In future research along international comparative
ines it is important to test the explanations suggested
n this article in a larger number of health care systems.
ays should be sought to distinguish between the part
f variation in public trust that results from cultural
ifferences and the part that results from differences in
he way health care is organised and governed.
’ of confidence per item, grouped into six dimensions
UK Germany The Netherlands
67.0 (N = 1139) 49.8(N = 1483) 68.5 (N = 1383)
40.0 (N = 1116) 31.4 (N = 1455) 38.1 (N = 1356)
53.4 (N = 1130) 44.2 (N = 1447) 55.8 (N = 1367)
34.2 (N = 1130) 26.2 (N = 1466) 40.7 (N = 1363)
24.3 (N = 1065) 12.9 (N = 1477) 10.5 (N = 1337)
20.0 (N = 971) 16.1 (N = 1427) 13.7 (N = 1360)
– 19.7 (N = 1374) 16.6 (N = 1355)
22.3 (N = 1073) 14.2 (N = 1458) 10.5 (N = 1382)
19.9 (N = 1108) 21.1 (N = 1448) 9.4 (N = 1334)
35.1 (N = 1104) 20.9 (N = 1381) 31.3 (N = 1276)
29.5 (N = 1089) 22.2 (N = 1401) 37.9 (N = 1284)
48.2 (N = 1027) 46.4 (N = 1386) 57.8 (N = 1236)
st 77.2 (N = 993) 53.2 (N = 1326) 76.3 (N = 1140)
44.1 (N = 1085) 37.7 (N = 1432) 46.0 (N = 1318)
48.1 (N = 948) 41.9 (N = 1380) 55.9 (N = 1272)
55.4 (N = 1093) 31.1 (N = 1397) 48.6 (N = 1314)
n 81.5 (N = 1046) 49.8 (N = 1412) 68.3 (N = 1308)
49.9 (N = 1076) 45.1 (N = 1416) 56.8 (N = 1240)
46.2 (N = 1090) 24.9 (N = 1417) 44.1 (N = 1274)
67.0 (N = 1118) 33.5 (N = 1397) 38.9 (n = 1223)
44.1 (N = 1132) 39.5 (N = 1460) 53.4 (N = 1362)
36.6 (N = 1105) 40.7 (N = 1461) 54.6 (N = 1341)56.6 (N = 1106) 41.0 (N = 1443) 62.8 (N = 1368)
52.7 (N = 1117) 41.8 (N = 1458) 56.6 (N = 1349)
53.3 (N = 1133) 43.3 (N = 1406) 59.1 (N = 1348)
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UK Germany The Netherlands
D
32.1 (N = 994) 20.4 (N = 1381) 29.0 (N = 1292)
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ppendix A (Continued )
imension 6. ‘Quality of cooperation’
Health care providers are good at cooperating with each other
Patients are not given conflicting information
High levels of specialisation do not cause problems in the health c
system
a Due to a translation problem, this item could not be compared fo
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